Chronic and persistent dyspareunia is always challenging for the selection of adequate diagnostic management and therapeutic decision-making. A 72-year-old woman had a 53-year history of chronic and persistent entry dyspareunia. After appropriate diagnostic measures, including ultrasonography, plain film, and computed tomography, the patient underwent removal of a detected metallic needle from the perineum.
Introduction
Postpartum dyspareunia may be very common, although the true incidence is rarely discussed. Robson et al 1 
interviewed 119
British women before and after delivery. They found that persistent discomfort and pain were prominent sequela in 40% of women at 3 months, 18% at 6 months, and 8% at 1 year after delivery, respectively. Many theories have been presented to explain the mechanism of postpartum dyspareunia including episiotomy tenderness, vaginal atrophy, and low estrogen levels. 2 An embedded foreign body in the perineum causing postpartum dyspareunia has never been reported before. Herein, an unusual clinical presentation of postpartum dyspareunia is reported to emphasize the importance of history and useful imaging and/or assistant tools in aiding the identification of the cause of postpartum dyspareunia.
Case report
A 72-year-old, gravida 6, para 6, woman had entry dyspareunia since her first vaginal delivery. A midwife had delivered the first baby at home when the patient was 19 years of age (in 1949). Severe vaginal lacerations were noted. The midwife tried to repair the defects, but failed to complete the procedure because of inadequate anesthesia. During the procedure, a surgical needle was lost. The midwife searched for the lost surgical needle, but it was not found. The perineal wound was left alone and the wound healed unremarkably.
Since then, the patient has had entry dyspareunia. However, she could have sexual activity and was able to vaginally deliver five more babies smoothly. Menopause occurred in 1983 and she received hormone replacement therapy. This entry dyspareunia had bothered her persistently, both before and after menopause. Although she visited many physicians, none could help her. Finally, the patient was referred to our hospital.
Physical examination revealed unremarkable findings. Transabdominal, transvaginal, and transperineal ultrasound failed to detect any abnormalities. Computed tomography (CT) scans showed a metallic needle about 2 cm long in the postvaginal wall near the introitus (Fig. 1) . The patient underwent surgery to remove the needle and her dyspareunia disappeared after surgical treatment.
Discussion
For this woman, dyspareunia resulted from inappropriate management and inadequate anesthesia for perineal lacerations. In addition, the possibility of an embedded foreign body in the perineal wound was neglected. That is because the diagnosis of a foreign body as the cause of dyspareunia is sometimes difficult to detect during routine clinical examinations. Ultrasonography is less invasive and more readily available to identify various kinds of gynecologic problems 3 than other imaging modalities and it seems to be useful in identifying the cause of the dyspareunia. However, in this case, ultrasonography provided us with little information. In contrast, plain radiographs and CT scans might be more useful in localizing lesions, 4 but are rarely used by the majority of physicians.
The above mentioned points seem to be arguable since many articles have shown that ultrasonography provides important information on the depth, size, and anatomic relationship with surrounding structures. 5, 6 We failed to use ultrasonography as a tool to identify this radio-opaque metallic needle, which could have been easily diagnosed by many imaging tools, including ultrasonography. There are many causes contributing to this failure.
Among these, two major critical points should be emphasized. First, the acts of our omission created these dangers. 7 Second, chronic complaints and non-specific symptoms are always challenging for the selection of adequate diagnostic management and therapeutic decision-making. 5 Third, we used an inappropriate transducer (vaginal probe) in this case. Broadband high-frequency (7e20 MHz) linear-array transducers can improve the accuracy of clinical assessment of musculoskeletal disorders, since these transducers provide better spatial resolution but are more suitable for evaluating superficial structures. 8 We present this rare cause of dyspareunia to emphasize the early use of plain radiographs or other modern imaging tools, such as CT, in evaluating unexplained entry dyspareunia. Of course, careful history evaluation might avoid an extra expense. 
